whether lateral subluxation occurs first, so that the margin of the femur is driven down into the midst of the tibial condyle. When this happens a large fragment may be split off the tibia. In both cases there is damage to the internal lateral ligament, and often to the cruciate ligaments also. I believe that the differentiation of these two types is quite unimportant, and is mainly of radiological interest.
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(3) Fractures of quite small fragments from the margin of the tibial condyle, the mechanics of which are obscure. RESULTS When one has seen the results of other methods, one cannot fail to be impressed by the speed and excellence of function regained by patients treated by traction and immediate movements. The great majority returned to their old employment with minimal or no symptoms from their knees. The longest follow-up was for eleven years, and other writers have already remarked on the surprisingly long time that these severely damaged joints last without any symptoms of degenerative arthritis.
Only three of the tibial condylar fractures had less than 90 degrees of flexion after three months. The majority had an almost full range of movement long before this period. Almost all the severe fractures lacked the last few degrees of extension, but this did not seem to trouble them in any way. I think this is due to the posterior part of the condyle bearing the brunt of the impact and remaining more depressed than the anterior margin. Not one was seen with symptoms attributable to a damaged meniscus. Only four showed slight laxity of the internal lateral ligament on examination, and none had symptoms due directly to this ligamentous insufficiency. Where there has been severe depression of the lateral tibial condyle it was usual to find some residual valgus deformity, but this did not seem to vitiate the final result.
In the severely comminuted fractures of this type perfect reduction is unattainable. I think this would be admitted by all who have had the salutary and chastening experience of operating on them. The depressed area is composed of a mush of fragments of bone, cartilage and meniscus, and the cavity filled with blood clot. Left undisturbed this turns to granulation and then fibrous tissue, and the early movements smooth off the new articular surface. When this new tissue is firm enough, the added stimulus of weight-bearing probably produces metaplasia into fibrocartilage. I do not think this new tissue necessarily ossifies to any great extent; at least one is often struck by the persistence radiologically of an apparently large hollow in the tibial condyle in a knee which has complete lateral stability.
If this is indeed the best articular surface that we can hope for, then the less we interfere with the natural process of repair the better. The only essentials are to guard against weight-bearing and lateral strains, and to encourage movement from the start. Continuous traction and immediate exercises provide for these requirements.
To me the really puzzling factor in the success of this treatment lies in the fate of the torn ligaments. In the isolated tear of the internal lateral ligament, whether operative repair is done or not, almost all would agree that a long spell of immobilization is essential to ensure later stability. One can only suppose that in these fractures the ligaments are less severely damaged. Clinical proof by forced movements during the primary examination is, however, contra-indicated by its risk of increasing the bony deformity. In any case, the fact remains that under this regime repair is adequate.
This method is supremely simple for both patient and surgeon, and I submit that it produces better and quicker results than any other.
A Classification of Fractures of the Pelvis
FRACTURES of the pelvis may be divided into two main groups, namely: isolated fractures of the pelvic bones, and fractures of the pelvic ring. This paper is concerned with the classification of the fractures of the pelvic ring.
If the ring is broken at one point, it remains stable. If, however, it is breached at two points, either by a double fracture, a fracture dislocation or a double dislocation, it becomes potentially unstable and may be widely disrupted.
STABLE FRACTURE OF THE PELVIC RING
This is the commonest fracture of the pelvis, and is caused by a fall on the side. On the X-ray (Fig. 1 ), the fracture runs through the ischial and pubic rami, at the weakest point of the ring. There is never much displacement. Reduction is unnecessary, and moreover, because the ring is stable, fixation is unnecessary; treatment of this injury therefore presents no difficulty, all that need be done is to teach the patient, whilst he is in bed, to regain control of the leg on the injured side. He is instructed to lift the leg with the knee straight, and in this position to rotate it in and out at the hip. When he can do this, and not until he can do this, he may get up and be taught, first to stand and then to walk. Weight-bearing may be allowed from the start, as further displacement does not occur.
Complications involving intra-pelvic structures do not occur with this type of fracture.
UJNSTABLE DISRUPTIONS OF THE PELVIS
Disruptions of the pelvis are a different matter, because the ring may be unstable, displacement may be grotesque, and intra-pelvic injury, particularly to bladder and urethra, is relatively common. The disruptions may be subdivided into three types, depending on the force which produced them. These are the compression fracture, the hinge, and the vertical fracture. Although the vast majority of the disruptions may be placed quite clearly into one of these three groups, one occasionally comes across an instance in which the force has obviously been a mixed one, and, of these, the commonest is the compression hinge fracture.
. . _ . . 4 . THE COMPRESSION FRACTURE This is caused by a crushing force. The patient has commonly either been buried or run over. On the X-ray (Fig. 2) , all four rami are fractured. Displacement is not usually gross. Treatment does not vary much from that described for the previous fracture, because the ring, although unstable to a compression force, is stable to weight-bearing. The patient may take rather longer to regain control of the legs, but he may be allowed to take weight as soon as he is able, because further displacement with weight-bearing does not occur.
The important point about this fracture is that it is liable to be complicated by injury to the urethra or bladder. It has been estimated that, of those who survive the initial trauma, 10% have either a ruptured bladder or a ruptured urethra. In this small series of 30 cases of disruptions of all types, there were 4 ruptures of the urethra, all of which occurred with this type of injury. There were no cases of injury to the urethra with any other type of disruption.
THE HINGE FRACTURE
In this, the force acts from before backwards, and impinges upon the pelvis in the region of the anterior superior spine. A common way for this to happen is when the victim falls from a moving vehicle, even a bicycle, landing half on his face and half on his side in the road, and being thrown over. Radiography shows that half the pelvis is hinged open. Posteriorly, the sacro-iliac joint is dislocated; in front, there is a separation through the symphysis pubis, or there is a fracture close alongside it (Fig. 3) . There is a variant of this injury called "the rotation hinge" (Fig. 4) , in which half the pelvis is rotated backwards. One of the ways in which this may occur is when a rider is rolled on by his horse. The treatment of both these injuries is to reduce the dislocation by manipulation under anxsthesia. Once reduced, the ring is relatively stable, and the reduction may be held by a binder or a wide webbing belt. No rigid fixation is required since it is unlikely that the pelvis will again be subjected to hinge force. Thereafter, treatment follows closely that already described. The patient can usually start to walk on the sound leg and a pair of crutches by the end of the third week, and should have discarded his crutches at the end of six weeks. It is unusual for this type of disruption to be complicated by injury to the bladder or the urethra, but it is of interest to note that in 2 cases in this series there was hxmaturia. In both cases it occurred on the day after the injury, the original urinary specimens being clear, and was presumably due to primary damage to the kidney.
THE VERTICAL FRACTURE
The force travels from below upwards, and is caused either by a fall from a height, or a blow from behind, such as might be sustained from the wing of a motor-car or the buffer of a locomotive. On the X-ray (Fig. 5) , there is a fracture of the ischial and pubic rami on one side, and either an upward dislocation of the sacro-iliac joint, or a vertical fracture through the ilium or sacrum immediately adjacent to it. Half the pelvis is displaced upwards.
In treatment, the upward displacement can usually be reduced by skeletal traction applied to the leg, . which should be maintained for six weeks. At the end of this time, the patient may be allowed to get up, but because this disruption is unstable to weight-bearing, crutches should be used for a further six weeks. Again, injury to bladder and urethra is uncommon with this fracture, but there is a complication which seems to be peculiar to it. This is sciatic nerve palsy. Lam (1936) both recovered spontaneoulsy.
SUMMARY
Fractures of the pelvic ring are subdivided into the stable and unstable. The stable fracture is easy to treat and is uncomplicated. Of the disruptions, a compression injury is stable to weightbearing, but is commonly complicated by injury to the bladder and the urethra. The hinge fracture, once reduced, is stable, and complications are unusual. The vertical fracture is wholly unstable to weight-bearing, which must be prevented for twelve weeks. This injury is liable to complication by peripheral nerve damage. TENDO-VAGINITIS STENOSANS was described first by De Quervain in 1895. The most usual sites of its occurrence are two; the first at the styloid process of the radius where the tendons of the abductor pollicis longus and extensor pollicis brevis with their sheaths are affected, and the second is the typical "trigger finger" found in both adults and infants. It can also occur elsewhere, as the following case histories will show. Case 1.-Miss M. A., now aged 60. She suffered an inversion injury of her left ankle in June 1949, and since August of that year noticed a "cracking" sensation on the inner side of the foot just below the medial malleolus. This was only present on active movements and expecially on plantar flexion of the big toe. In August 1950 the flexor hallucis longus tendon was explored and, at the operation, the narrowing of the tendon where it passed under flexor retinaculum was easy to see (Fig. 1) . Her symptoms were entirely relieved by the operation.
In October 1950 she noticed a similar "cracking" sensation on the inner side of the other, i.e. the right,
